(Mitchell SJ , Bennett MH , Bryson P, Butler FK, Doolette DJ, Holm JR, Kot J, Lafere P. Pre-hospital management of decompress ion illness: expert review of key principles and controversies. Diving and Hyperbaric Medicine . 2018 March;48( 1 ):45-55. doi.10.28920/dhm48 .1.45-55 .) Guidelines for the pre-hospital management of decompression illness (DCI) had not been formally revised since the 2004 Divers Alert Network/Undersea and Hyperbaric Medic al Society workshop held in Sydney, entitled "Management of mild or marginal de compression illness in remote locations". A contemporary rev iew was initiated by the Diver's Alert Network and undertaken by a multinational committee with members from Australasia, the USA and Europe. The process began with literat ure rev iews by desig nated commi uee members on: th e diagnosi s or DC!; firs t aid strategies for DCI ; remote tri age of possible DCI victims by diving medicine ex perts; evac uation of DCI victims; effect of delay to recompress ion in DCI; pitfa ll s in management when DCI victims present at hosp itals without diving medicine expertise and in -water recompression. This was fo llowed by presentation of those reviews at a dedi cated wo rkshop al the 20 17 UHMS Annual Meeting, discussion by registrants at that workshop and finally several committee meetings to formulate statements addressing points co nsidered of prime importance to th e management of DCI in the field . The committee placed particular emph as is on resolving controversies aro und the definition of "mild DC!" ari sin g over 12 years of prac ti cal application of the 2004 wo rkshop 's findings, and on the controversial iss ue of in-water recomp ression . The guideline statements are promul gated in this paper. The full workshop proceedings are in preparation for publication.
Introduction
Decompression illness (DCI) is a coll ective term whi ch embraces decompression sickness (DCS) and arterial gas emboli sm (AGE); ' two dysba ri c patholog ies in whi ch bubbles are presumed to be the primary vecto rs of injury. In the former, bubbles form in ti ssues and/or venous blood from dissolved inert gas absorbed during the dive and, in the latter, bubbles are introduced into the arterial circul ati on by pulmonary barotrauma. These pathologies are described in detail elsewhere.' In practice, while DCS is more commonl y seen than AGE, some manifestations are potentially common to both and management is generall y the sa me for both. Therefore, the coll ective term 'DCI' is used here except where there is a need lo refer to either pathology specifi call y.
DCI may present w ith a wide range of symptoms of variable specifi city and severity.' Some presentations are mild and unlikely to result in long-term harm even without medical management, whereas some are potentially disabling or even li fe threatening and req uire therapeuti c interven ti on. After th e reported success of recompressio n in 1909,2 it became a quasi-standard of care for DCI. Between 1939 and 1965, treatment tables utili zing oxygen (0 2 ) breathin g were developed ,
1 -5 an d recom press ion with hyperba ri c 0 2 has simila rl y become a stand ard of care. In th e early 2000s, as dive tra ve l to rem ote locati o ns gath ered pace, the perception that recompression was necessary fo r all cases of DCI irrespective of severity became tro ublesome. Increasing numbers of seem in g ly mild DCI cases were occ urrin g in remo te locati o ns where evac u a ti ons for treatment we re logistically difficult, ve ry expensive a nd potentially hazard ous.
These challenges motivated consideration of whether some DCI cases might not req uire evac uation and could be managed witho ut recompression. A works hop entitled
Management of mild or margin.al decompression illness in.
remote locations wo rkshop (he nceforth referred to as the '2004 workshop' ) was co ndu cted as a two-day pre-course to the 2004 Undersea and Hyperbar ic Medical Society An nu al Scie ntifi c Meeting in Sydney. 6 A series of presentations on var ious aspects of pre-hospital management of DCI were given by recognised ex pe rts. Commentary during discussion sessions was invited from all attendees, but final decisions on the consens us stateme nts were taken amo ng a gro up of 25 ' disc ussa nts' who we re all experienced di ving physicians from a broad range of nations. The most sign ifi ca nt o utcome of the 2004 workshop was a consens us that DCI presentati o ns conformin g to a definition of ' mild ' could be adequately managed w ithout recom pression. The symptoms and sig ns in clu ded in the mild category were musculoskeletal pain, rash, constitutional sy mpto ms and some cu ta neo us sensory changes . These m a ni fes ta ti ons were further charac teri sed by explanatory footnotes, as were o the r criteri a required for the mild definition to be applied.
The 2004 works hop defi nition of mild DCI has been wi dely appli ed in mak in g decisions no t to reco mpress, usuall y in situations where recompression would he difficult to access. It is fasc inatin g to reflect on how thi s paradigm considered rad ical in 2004 has subsequently come to be v iewed as routine practice. Indeed, aspects of the definition of mild are now considered by many as be ing too restrictive. In particular, the 2004 workshop co nsens us stipul ated that in o rde r for a case to be considered mild there mu st be a neurological examination by a doctor to exclude non-obvious but significant neurological signs. Such an examination may not be readil y ava il ab le in remote locations.
Other rece nt a tt empts to review the ne cess it y fo r a neurological examination in designating mild DCI were made at diving medicine conferences in 2013 an d 2016.
A number of commentators s uggested it was a lready relative ly common practice fo r diving medicine physicians remotely triaging injured divers to wa ive the need for a neurologic al exam in ati o n in designating a case as mild if, based on evalu ation of the available information , they were co m forta ble that sig nifi cant neurological manifestations were very unli kely. This approach appeared popular but no process fo r cod ify in g or quantifying the parti cipants' views was achieved a nd no proceedings were ever published. If nothing else, the recurrence of this subj ect o n multiple di vi ng medical society agend as suggests that it justifies attentio n.
Another controversial iss ue of hi gh relevance to pre-hosp ital management of D C I is th a t of in -water reco mpress ion (IWR). The primary ind ica tion fo r IWR is to rapidly initiate treatment for DCI whe n a recompress io n c ham ber is not readily ava il able. However, during IWR it is not possible to provid e o th e r medi ca l care , th e pa ti e nt is exposed to environmen tal stresses, and a co nvul sion due to ce ntra l nervous system (CNS ) oxygen toxicity could result in drowning. As a result, IWR sc hed ules are typically shall ower and shorter than standard treatment tables used in recompression c hambers. It is difficul t to evaluate the benefits of IWR vers us its recognized risks.
There a re com pe llin g reaso ns to cons ide r IWR w hen evalu a tin g th e pre-hospital m ana gement of DCI. First, IWR is happening. IWR has and continues to be actively promoted by promine nt diving physicianss for use by diving fishermen operati ng in locati ons re mote from recompression chamber fac iliti es. '· 7 · 8 Second, recreational diving is in creasingly taking place in remote locatio ns w ithout ready access to recompression chamber faci lities. Third, w ith the increase in so-called technical divin g there are more diving operations with the req ui site equipment and ski ll mix that might be co nsidered approp riate for cond uc t of IWR .
9
There is no doc um ent ati o n of how frequently tec hni cal divers are usin g IWR, but one technical di ving trainin g organiza ti on has begun conductin g train in g specifi cally in IWR methods.
10 It is the existence of tec hni cal divers in the modern diving milieu th at perhaps most strongly justifi es a revision of the medical community's perspectives on IWR. Finally, divers s ufferin g ne urol ogical DCI are often left with res idual neurological problems despite evacuatio n for recompress ion.
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There is a widely held belief that earl y recompression may be associated with be tter outcomes in such cases and IWR offers an obvious opportunity for thi s.
The present initiative was insti gated by the Diver's Alert Network (DAN ) who seek c la rit y from the m ed ica l comm unity on the above co nt rovers ies, within th e framework of a broader review of guidelines fo r pre-hospital management of DCI. The process employed in generating these g uid e lines is presen ted below. This is followed by th e consens us stateme nts derived from that process. The discussion section pro vides co ntextu alis atio n and justification of some potentially controversial statements.
Methods
Representatives of DAN America and DAN Europe jointly approac hed one of th e authors (SJM) to chair a committee of ex pe rts tas ked w ith rev iewing guidelin es for pre-hospital management of DC I. T he fo ll owing criteri a were appli ed to com mittee membership:
No committee members would be employees of DAN, h ave relevant con fli cts of inte res t, or rece ive a ny remunerati on fo r part ici pati on; With one exception (see below) all committee members would be hi ghl y ex perienced divin g medici ne phys icians ac ti vely invo lved in treatin g di vers w ith DCI; One co mmittee member would be a non-phys ician di ver; The committee membe rship wo uld be d raw n fro m variou s regions to prov id e a global perspective. Po tenti al co m m ittee me mbe rs were identified in join t di scuss ions between the chair and DAN representatives and the fi nal composition is reflected in the auth orshi p. The di ver representative (auth or DJD) is an ac tive techni cal di ver and a decompress ion phys iologist. M embers were draw n from Austra las ia (two), the US A (three) and Europe (three).
The approach to deri vin g the consensus state ments was simil ar to th e o ne adopted for th e 2004 wo rk shop. The committee 's de liberati ons were based around a pre-co urse wo rkshop held pri or to th e 2017 Undersea and Hyperbari c M edi cal Society Annu a l Scientifi c M eetin g . Topi cs of relevance to pre-hos pital management of DCI were identifi ed as fo ll ows:
Presentati ons of DCI and diagnostic pearl s; F ir s t-a id stra teg ies for DCI a nd th e ev id e n ce underpinnin g them ; Common pitfa lls when divers present to hos pitals or doctors without ex perti se in di vin g medicine; Remote tri age o f th e poss ibl e DCI case by di v ing med icine experts; Transportation of a di ver with DCI and the effect of in creas in g delay to recompression on outcome;
The controversial iss ue of in water recompress ion.
Each topi c was allocated to a co mmi ttee member who presented it at the pre-co urse and prod uced a manuscript for th e proceedin gs. Wh ere appro pria te, th e prese nter was also required to generate a seri es of draft consensus statements related to the ir topi c for subsequent di scuss ion by th e committee. To be cl ear, it was not th e intent to comprehensive ly embrace all facets o f the topi c areas (and th erefore all as pects of pre-hospital management of DCI) within the consensus statements. That level o f detail will be contained in th e publi shed proceedings. The consensus statements presented here are intended to address principles th at were co nsidered deserving of em ph as is. Some are simpl y re-statements of widely accepted and non-controversial pri nc iples , whil st oth ers address more controversial iss ues .
Eac h prese n ta ti o n was fo ll owed by 30 minutes fo r qu es ti o ns an d co mm e nta ry in vo l v in g a ny of th e 55 registra nts who wished to contribute. The chair kept notes of thi s commentary. On each of th e fo ll ow in g two days the committee met in private fo r fo ur hours to di scuss, modi fy and fi nali se th e dra ft consensus statements pro posed fo r th e relevant subj ect areas . We pros pective ly determined th at any statement upon whi ch we could not agree un animously would be subj ected to a majority-rul es vote, and that the need fo r a vote and its res ult wo uld be reported.
Consideration was given to applyi ng a forma l classificati on o f evidence to our consensus statements. However, it was dec ided that any sys te m cho sen wo uld be di ffic ult to apply to an area of practi ce th at is poorl y in fmm ed by directly relevant human data, frequently based on indirecll y evidence, such as in ferences from animal da ta, and influenced heavi ly by observati onal studi es and anecdote. It was determined that simpl y describin g any relevant evi dence would be the best option under the circumstances.
Results
The co mmittee 's co nsensus o n importa nt matte rs are presented in Table 1 . All were accepted un animously.
Discussion
Th ese state ments represent prac ti ce reco mme nd ati ons issued by a committee of ex perts after a review process comprised sequenti all y of a literature rev iew, presentation and di sc uss ion at a confere nce event conve ned fo r th e purpose foll owed by two half-d ay committee meetin gs . M any of the statements constitu te endorsement of prev iously established and widely accepted practice. The statements in re latio n to de finin g mild DCI draw heav il y on th e findin gs of the 2004 workshop. However, th ere are several th at represent im portant modi fica ti ons. These in clude: the additi on of sub cutaneo us swe lling (l ym phati c DCI) to the mil d category ; the softeni ng of the requirement fo r a neurol ogical exa minati on by a doctor befo re cl ass ify in g a case of DCI as mild ; and the conditional recogniti on of in-water recompression (IWR) as a legitimate option in the manage ment of DCI. These are modifi cations to previ ously held positions th at merit further di scussion.
SUB CUTANE OUS SWELLING (LYMPH ATIC DCI) AS A MILD MANIFESTATION
There are several reasons why lymphati c DCI was added to the de finiti on of mil d DC I es tablished by the 2004 wo rks hop. F irst, lymph atic DCI can occur as an isolated mani fes tati on in di vers who rem ain otherwise well. Second, there is no clear assoc iati on betwee n lymphatic sy mptoms and concurrent appearance o f oth er more seri ous mani fes tations. Thi rd, the valu e of recompression fo r lymphatic manifes tati ons is unknown, but certainly not obvious. Recompression often seems to make little difference to the presence of the swelling which ty pi cally resolves spontaneousl y over 24--48 hours. Fin all y, there appear to be no long-term consequ ences of lymphatic swelling in DCI.
REMOT E CLASSIFICATION O F D C I AS MILD WITHOUT A NEUROLOGICAL EXAM INATION
The matter of wheth er a neuro logical examin atio n by a doctor should be mandatory prior to di agnosin g mil d DCI (as de fin ed in the precedi ng statements) was a key issue fo r th e present committee to resolve after several recent consensus Intravenous glucose-containing solutions should not be given .
SUPPORTING MATERIAL AND COMMENTS
Observational human studies
-14
In vivo studies of bubble and symptom resolution 1 H 1
Human evidence of enha nced inert gas washo ut in horizontal subj ects 22 In vivo ev id e nce that large arterial bubbles distribute cephalad in the upright position 23 In vivo evidence th at the head down position is harmful in DCI2 4 • 25 Human evidence that diving ca u ses dehydration 26 and that purposeful hydration reduces post-dive venous gas emboli 27 In vivo evidence dehydration may worsen DCF 8 Human case evidence that aggressive JV resu scitation may be lifesaving in fulminant DCI2
G. Treatment with a non-steroidal anti-inflammatory drug (NSAID) is appropriate if there are no contraindications.
H. Other agents such as corticosteroids, pentoxyphylline, aspirin, lidocaine and nicergoline have been utilized by suitably qualified responders in early management of DCI but there is insufficient evidence to support or refute their application.
I. Divers should be kept thermally comfortable (warm but not hyperthermic).
Hyperthermia should be avoided especially in cases with severe neurological signs and symptoms. For example, avoid exposure to the sun, unnecessary activity, or excess clothing.
TRIAGE BY TELEMEDICINE
A. The principle goals of triage are to: evaluate the likelihood that reported symptoms are DCI, another diving disorder, or a non-diving disorder; advise on patient management and the need for evacuation to a specialist diving medical service for assessment and possible recompression treatment.
Triage in this context refers to consultation via telephone or some other means of communication with a diving medicine expert who is not present at the acciden t site.
B. With respect to DCI, 'mild' symptoms and signs are: limb pain (footnotes 1, 2); constitutional symptoms such as fatigue; some cutaneous sensory changes (3); rash; subcutaneous swelling ('lymphatic DCI') where these manifestations are static or remitting (4, 5) and significant (6) neurological dysfunction is excluded to the satisfaction of a diving medicine physician (7). 
Severity of pain has

The possibility of the delayed development of new symptoms means the 'mild ' designation must be repeatedly reviewed ove r at least 24 hours following diving or the most recent decompression, the latter applying if there has been an ascent to altitude. Un.treated mild symptoms and signs due to DCI are unlikely 10 progress after 24 hours from completion of diving.
Human RCT show in g improved tempo of recovery in DCI using a NSAID as an adj uvant to hyperb ari c oxygen 30 Hum an ev idenc e that warm s ubj ec ts eliminate inert gas more quickly
-31
Mild hyperthermi a worsens neurol ogical injury in vivo 2. Criteria for excl usion of significant neurological d ysfu nction rephrased by the present committee (see discussion). C. In more serious presentations recompression should be obtained as soon as safely possible. There is limited evidence that delays longer than six hours result in slower or less complete recovery.
"Significant " in this setting is intended to imply a problem that has th e potential to leave the di ve r with fu nction.ally important sequelae.
Exclusion of' significant neurolog ical signs is most reliably achieved by
A decision to invoke this guideline can only be made by a diving medi cin e physician on. a case-by-case basis ( see Guidelin e I B ). It is not to be used to fo rmulate managem ent policy for all divers with apparently mild DCI.
D. Divers diagnosed with mild DCI who do not undergo recompression
TRANSPORTATION OF A DCI PATIENT
A. Arrangements for transport of a diver with DCI should be agreed between the first responders , the triaging diving medicine physician, the receiving physician and the retrieval team before the evacuation begins.
B.
If air evacuation is used, the aircraft should either be pressurized to one atmosphere or remain at a low-altitude where possible. 
Low altitude in this contex t is preferably less than
IN-WATER RECOMPRESSION (IWR)
A. Recompression and hyperbaric oxygen administered in a recompression Observational human ev idence th al very chamber is acknowledged as the gold standard of care for DCI. However, ea rly recompression results in good in locations without ready access to a suitable hyperbaric chamber facility, outcomes, 16 · 19 -46 or b e tter outcomes and if symptoms are significant or progressing, in-water recompression compared to longer delays 37 using oxygen is an option. This is only appropriate where groups of divers (including the 'patient') have prior relevant training (see below) that imparts an understanding of related risks and facilitates a collective acceptance of responsibility for the decision to proceed.
B. IWR should not be conducted if there is hearing loss, vertigo, vomiting, altered level of consciousness, shock, respiratory distress or a degree of physical incapacitation that makes return underwater unsafe.
C. The team, which at a minimum includes the patient, a dive buddy who will accompany the patient throughout the in-water recompression, and a surface supervisor, must all be trained, certified and practiced in decompression procedures using 100% oxygen underwater.
D. The team must be suitably equipped for IWR using oxygen including: Observational human evidence for the adequate thermal protection; an adequate oxygen supply and a means of efficacy of mouthpiece retaining devices supplying 100% oxygen (or close to it) for the duration of the anticipated in preventing drownin g afte r loss of protocol (both in-water and surface phases); a means of maintaining consc iousness underwater F. IWR may not result in complete resolution ofDCI, and signs or symptoms may recur. Any injured diver completing an IWR procedure should be discussed with or reviewed by a diving medicine physician at the earliest possible opportunity.
initiatives fa il ed lo publish a conclusion . The committee considered four related options.
I . Retain the requirement for a competent neurological examination prior to remote classification of a DC! case as mild.
There was hi storical support for this option. One paper in lh e 2004 workshop proceedings 6 refers to datasets demonslraling the frequent co-ex istence of mild symptoms and more serious neurolo g ical mani festations in divers with DCI. 51 These data did nol identify whal proportion of such cases would have required a neurological examination to detect the serious neurological component (as opposed to detection by symp tom hi story alone) . However, the author cited anecdote from several authorities who, during comprehensive eva luation of divers, found neurological problems that were not reported in lhe referral history. These observations culminated in his conclusion :
"Un til a person with any decompression manifestation has been competently examined neurologically, there can be no confident prediction that they have only mild manifestations at that stage and do not need an urgent recompression.".
51
This resonated strongly with the 2004 workshop discussants who were already grappling with the prospect of adopting a new and liberal approach to the management of DCI patients. The requirement for a neurological examination before that liberal approach could be invoked appealed as a safety net that would minimise the risk of inappropriate patient management decisions. The present committee retained an open mind on this option. However, practice recommendations that are increasingly ignored or modified in real world app li cation (see Introduction) deserve scrutiny and possibly revision . The committee ultimately settled on a more nuanced approach (see option four below).
2.
Eliminate the requirement for a neurological examination from the definition of mild DCI. Based on the 12-year experience with increasingly liberal app li cation of the 2004 workshop findings , some diving medicine physicians have suggested removing any requirement for a neurological examination in defining mild DCI. However, the committee did not agree that wholesale rejection of the exam was wise, and as alluded to above, adopted a more nuanced approach.
3.
Retain the neurological examination requirement, but widen the group who can administer it. It has been suggested that divers themselves could learn to administer a neurological examination thus widening the pool of available examiners in remote locations. Indeed, some diver training agencies already teach a ' five-minute neuro' screening examination to divers. However, it is unlikely that such examinations wou ld be sufficiently sensitive in the present context, or that their findings could be defended in the face of critical scrutiny. It is difficult to teach effective neurological examination even to medical students, despite the fact they are knowledgeable and intelli gent, taught by experts and have many opportunities to see patients with real neurological signs. 52 · 53 The notion that effective neurological exam in ation could be taught by d iving ins tructors (who themselves have never seen an abnormal neurological sign) to diver students with no opportunities to see real signs or practice on patients must be considered with scepticism . At the very least, it seems debateable whether a remote diving medicine expert trying to decide whether to evacuate a sick diver could rely upon neurological examination findings recorded by another diver. The committee saw no harm in divers attempting neurological exam in ations and offerin g their findings to a remote diving medicine physician. However, we considered it impractical to formally codify a role for non-medical neurological examiners in best-practice recommendations. Although simi lar, there are some subtle but important changes in meaning . First, the emphas is has been shifted from detecting any objective neurol ogical dysfunction to detecting "significant" neurological dysfunction . This reflects a view that neurological manifestations likely to result in disability can most often be detected by a blunter instru ment than meticulous examination and will often be obvious to the diver (or an unskilled observer) and so reported as a symptom.
Secondly, the expli cit reference to "medical examination" has been dropped in favour of a less-directive reference to "the satisfaction of a diving medicine physician" . A neurol ogical examination by a doctor will still be part of achieving "satisfaction" in many (perhaps most) scenarios, but the revised wording leaves open the possibility that it might not. In the latter scenario, a remote diving medicine physician may fee l they have excluded significant neurological dysfunction 'to their satisfaction' based on an appraisal of all the facts of the case and their own experience. It would be extremely difficult to codify a protocol for making such decisions because the circumstances under which they might be made are so varied.
Finally, the term "diving medicine physician" has been employed expl icitly to impl y that decisions invoking the definition of mild DCI in management decisions should be made by a physician with training and experience in the management of DCI, especially if the definition is to be applied in the absence of a neurological examination. Paramedics or inexperienced diving doctors should escalate such decisions to the most senior and experienced diving medicine physician accessible. Such practitioners are best positioned to fi lter the case information and apply their experience to interpreting the type of diving, the nature of the symptoms , the tempo of symptom onset, the time since diving and other relevant facts in deciding whether a neurological examination is necessary.
IN-WATER RECOMPRESSION
Prominent publications providing gu idelines on treatment of DCI generally avo id the topic of IWR , 54 · 55 or are discouraging. 11 One contemporary textbook does provide sup portive commentary and suggests an approach for implementation.
1 Whatever the opin ion of the wider diving medicine community, IWR has for some time been practiced by groups of sea harvesters (with support of interested medical groups), and by technical divers. The principle argument in support of IWR is in scenarios where there is no realistic possibility of accessing recompression in a hyperbaric chamber, or to achieve recompression much more quickly than would be possible by evacuation to a hyperbaric facility. Unfortunately, there is little evidence for an outcome advantage for very early recompression because most attempts to quantify outcomes in DC! cases stratified by both severity and latency to recompression involve latencies much longer than can be achieved with IWR. One small study in military divers suggested recompression within one hour was associated with a better outcome than longer latencies. 37 Also, there is considerable anecdote supporting good results with early recompression in military and commercial diving scenarios where hyperbaric chambers are immediately avai lable. One member of the committee (DJD) synthesised data from multiple reports of US Navy test dive programmes where divers developing DCI were almost invariably recompressed rapidly. The data were broadly indicative of rapid and complete recovery in the vast majority of cases_ )s.JG.JS-4 6 -61 This contrasted with a large series of recreational divers with much longer median recompression latency who required greater numbers of recompression treatments and exhibited a substantially higher incidence of residual symptoms on completion of hyperbaric treatment. 62 This analysis will be reported in more detail in the 2017 workshop proceedings.
The principle argument against IWR is its perceived hazards. Arguably the most significant is an oxygen toxic seizure. The inspired oxygen partial pressure (PO 2 ) threshold below which seizures never occur irrespective of exposure duration has not been defined but it is lower than usually recommended for IWR (typically 192 kPa [ 1.9 atm abs)); breathing 100% oxygen at 9 msw or 30 fsw). 8 As-,o Whilst we are not aware of any reports of an oxygen toxicity event during IWR, seizures have certainly occurred in oxygen exposures of equivalent magnitude. 61 -65 In this regard, there is an obvious trade-off between increasing pressure to achieve bubble volume reduction and the safety of the inspired PO 2 • The committee does not support IWR at pressures greater than 192 kPa (1.9 atm abs). Greater safety could be achieved by limiting oxygen breathing to lower pressures where convulsions are rarer, but whereas there is some ev idence for the efficacy of treatment of DCI at pressures near 1.9 atm, 5 the extent to which lower pressures might compromise the efficacy of the intervention is unknown .
Mitigating the risk of adverse consequences of a seizure centres on protecting the airway. This can be achieved (though is not guaranteed) by the use of a full-face mask or a mouthpiece retaining strap. 47 Other key risk management strategies include tethering the diver to a decompression stage throughout the recompression so they cannot si nk in the event of loss of consciousness , and ensuring the diver is accompanied at all times so they ca n be rescued immediately to the surface if a seizure occurs.
Evaluation of contemporary real-world practice trends and of the potential benefits and risks of IWR led the committee to issue a related series of essentially positive statements with conditional references to the use of oxygen, the prior training of all participants (including the victim), maximum press ure, contraindications and equipment requirements. There are other aspects of thi s complex topic, such as patient selection , which will be further elaborated in the 2017 precourse proceedings .
Conclusion
These guidelines for early management of DCI represent the consensus of a committee of experts. Many of the recommendations draw heavily on the collective experience of that expert group rather than on objective evidence. In much the same way as experience in application of the 2004 workshop guidelines has provided impetus and direction for aspects of this review, future experience with the present guidelines or the emergence of new experimental evidence may determine that these recommendations be reviewed and changed.
